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“INFANT MORTALITY,” an 
eminent British physician once said, 
“is the most sensitive index we pos- 
sess of social welfare.” 

For the first time in the history 
of the country, it is now possible to 
measure in comparable figures a 
decade of gains in saving the lives 
of mothers in childbirth and of 
babies during their first year of life. 
Marjorie Gooch tells the statistical 
story on pages 77 to 83. 

On their face, the figures appear 
to give an optimistic picture. In 
this 10-year period, the Nation has 
achieved a 60-percent drop in mat- 
ernal mortality and a 31-percent 
drop in infant mortality. 

Good as this record is, it is not 
good enough for a Nation with the 
scientific and technical know-how 
that we possess in preventing and 
curing illness and injury, and with 
the economic resources we have for 
developing and providing top-qual- 
ity services and familities for heal- 
ing and for the saving of human 
lives, 

Over 7,000 mothers died in 1943 
from childbearing. Several thou- 
sand of these mothers might have 
been saved. For proof: If every 
State had had as good a record as 
the best State—Minnesota—had in 
that year, nearly 3,000 mothers 
would not have died. 

Over 100,000 babies in 1943 
died in their first year of life. If 
every State had had as good a rec- 
ord as the best State—Connecticut 
—had in that year 31,000 babies 
would have been saved. 

No one attack will win the battle 
against this needless loss of life. 
Gains must be made along a broad 

front : Improvement in environment- 
al sanitation, safer water and milk 
supplies, better education of parents 
in infant care and in the safe prep- 
aration of food; assurance of medi- 
cal care for all mothers throughout 
pregnancy, at childbirth, and for 6 
weeks after birth; assurance of pre- 
ventive medical care for babies and 





skilled treatment for them when 
they become ill. 

Two hundred thousand mothers 
are still delivered in a year without 
any medical supervision. 

A baby’s first day of life is his 
most critical and should be spent in 
a hospital. While 87 percent of the 
urban babies are born in hospitals, 
only half the rural babies are born 
there. Seventy-seven out of every 
100 white babies are born in hospi- 
tals, but only 33 out of every 100 
nonwhite babies are born there. 

One out of three counties has no 
public-health nurse to advise moth- 
ers in their homes on good care for 
themselves and their babies. 

Three out of five counties have 
ne service from full-time public- 
health units. 

A great expansion in the supply 
of physicians, public-health and hos- 
pital nurses, in hospitals and health 
centers is needed if we are to save 
the lives of more mothers and 
babies. 

If all mothers had the specialized 
care from obstetricians that is now 
available to mothers in big cities, we 
would need 4,865 more obstetri- 
cians. 

Sixty percent of our children 
under 15 are in places of less than 
10,000 population where only 4 per- 
cent of our pediatricians practice. 

These are only some indicators of 
the unfinished business the Nation 
has in its great task of building the 
greatest possible safeguards around 
the birth of every American citizen. 
But they point to specific, obtain- 
able objectives. 

Until the greatest medical and 
health skills of which we are capable 
are made available to all children, 
regardless of where they live or 
live or their race, or their economic 
situation, how can we be content? 


Veen Wn. Deccan 


MartuHua M. Etror, M.D. 
Associate Chief, Children’s Bureau 
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THE ROAD TO REHABILITATION 


PHYSICIAN, medical-social 
worker, public-health nurse, physi- 
cal therapist, teacher, rehabilitation 
agent—each of these contributes 
professional skill in helping the 
crippled child to become a healthy, 
self-supporting adult. If these skilled 
workers can begin to help the child 
early enough, their teamwork may 
obviate the need for formal rehabil- 
itation measures. 

The children whose stories are 
given here benefited from what 
might be called ‘“prehabilitation” 
services, which help to prevent crip- 
pling conditions and crippling emo- 
tional attitudes. The care was pro- 
vided through Services for Crippled 
Children, Massachusetts Depart- 
ment of Health, in cooperation with 
workers on the staffs of community 
agencies. 


Johnnie would have grown up handi- 
capped; but good professional team- 
work prevented crippling 


A baby with clubfoot needs to be 
taken by his parents to the doctor 
at once. If they accept the instruc- 
tions that are given them and co- 
operate with the doctor, the nurse, 
and the physical therapist in carry- 
ing out the treatment prescribed, 
the condition can usually be cor- 
rected so that no handicap results. 

Johnnie, a baby born with two 
clubfeet, was not so easily helped. 
His parents were poor and ignorant. 
Their home was crowded, and a 
new baby was born almost yearly. 
The family lived in a small town. 


Johnnie’s clubfeet were noticed by 


the doctor and the nurse at a gen- 
eral clinic where the mother had 
taken him on account of an eye con- 
dition. The clinic doctor told her to 
take him to the crippled children’s 
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Good teamwork by professional workers 


helps crippled children to lead normal lives 


by HELEN J. ALMY 


Chief of Public Health Social Work, Massachusetts Department of Public Health 


diagnostic clinic nearest their home 
for further examination. When she 
failed to take him there, the medical- 
social worker at the general clinic 
communicated with the medical- 
social worker in the district health 
office. This worker and the local 
public-health nurse persuaded the 
parents to take Johnnie to the crip- 
pled children’s clinic. The orthopedic 
surgeon recommended that Johnnie's 
feet be operated on. 

Then it was the task of the vari- 
ous workers to persuade Johnnie’s 
father and mother to let him be 
taken to a hospital 50 miles away. 
The orthopedic surgeon, the clinic 
medical-social worker, and the pub- 
lic-health nurse explained the situa- 
tion to the baby’s parents, who final- 
ly agreed to have the two operations 
performed at the distant hospital. 


The next problem was how to get 
proper follow-up care for Johnnie 
after each of the operations. Both the 
medical-social worker and the pub- 
lic-health nurse felt that good care 
in the baby’s own-home would be 
impossible, and that an arrange- 
ment should be made for conva- 
lescent care in a foster home near 
the hospital. Again the nurse who 
lad helped the parents to agree to 
the operations was called upon. She 
discussed with the parents the plan 
for a foster home, and she was suc- 
cessful in getting them to consent. 
The medical-social worker then en- 
listed the cooperation of a child- 
placing agency in making the plan: 
for foster-home care. 

After each of the operations 
Johnnie stayed at the foster home 
under the close supervision of a 
nurse and a physical therapist. All 
the time he was away from home 
the medical-social worker, the pub- 


lic-health nurse, and the worker for 
the child-placing agency cooperated 
in working with the family to make 
sure that Johnnie’s place as a mem- 
ber of the family was not jeo- 
pardized. 

Johnnie is now expected to grow 
up without a crippling condition. 
His experience shows that not only 
medical and surgical care, nursing, 
and physical therapy were needed 
for his physical restoration but also 
social planning. In spite of the ex- 
cellent medical and surgical facil- 
ities that existed, Johnnie would not 
have had the benefit of them with- 
out the joint work of all the mem- 
bers of the medical team. The home 
factors would have been too great 
an obstacle to success. 


Peter was on the way to becoming 
delinquent. Now he is a_ promising 
schoolboy 


Sometimes the child’s crippling 
is not so serious a problem as the 
behavior accompanying it, and any 
successful plan for helping him must 
include not only orthopedic care but 
also recognition and treatment of 
the causes of his behavior. 

Peter, 12 years old, had a con- 
spicuous deformity. From birth one 
leg had been very much shorter than 
the other. He wore an orthopedic 
brace, and got around well. Peter 
Was receiving clinic supervision, with 
the possibility of surgical treatment 
at some future time. 

The public-health nurse in the 
community where Peter lived learned 
that his behavior was causing sert- 
ous difficulty at home and at school. 
He was defying relatives and teach- 
ers, and he was lying and stealing. 

The nurse knew that Peter did 
not have either his father or his 
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mother living with him and _ sus- 
pected that his troublesome behavior 
was related to his lack of a real fam- 
ily as well as to his crippling. She 
asked the medical-social worker to 
look into the situation. 

The medical-social worker learned 
from the local physician and the 
nurse that Peter’s mother had de- 
serted the boy and his father when 
Peter was 3 years old, and that his 
father had boarded him with rela 
tives and had gone to live in an 
other town. Peter’s behavior diffi 
culties had begun about the time 
when his father had stopped paying 
board for him and visiting him and 
had even stopped writing to him. 
Peter obviously felt that he had lost 
status, both at home, where he heard 
his relatives blaming his father, and 
at school, where he needed to be 
able to talk about his dad like the 
other boys. 

It was obvious that some one 
must help Peter revive the bond 
with his father and in other ways 
build up his sense of security so 
as to get over his difficulties. With 
the cooperation of a_ children’s 
agency, the worker arranged to 
have Peter go to a child-guidance 
clinic, where he was encouraged to 
express some of his feelings and to 
realize that in spite of his handicap 
he could hold his own at school. 

The father was given a better un- 
derstanding of Peter’s needs and 
was helped to realize how much he 
could do to benefit his boy. It was 
impossible for the father to make 
a home for Peter, but he did begin 
to write to him, to pay board for 
him, and to send him occasional 
presents. 

Peter’s attitude at home and at 
school improved. His stealing and 
lying stopped. Moreover, during his 
attendance at the child-guidance 
clinic it was discovered that he was 
unusually bright and gifted. In a 
few years he could be expected to 
make use of vocational-rehabilita- 
tion services with marked success. 

It is impossible to know how 
much of Peter’s behavior trouble 
resulted from his crippling condi- 
tion and how much was connected 
with his father’s desertion and 
would have been present, handicap 
or no handicap. His physical handi- 
cap no doubt was partly responsible 
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for his feeling that he was not 
wanted. And the idea that he was 
not wanted, along with the fact that 
ne was different from other children, 
had dominated his attitude at home 
and at school. 


Margaret is handling her handicap bet- 
ter now that she has help with her 
emotional attitude toward it 


Sometimes the feeling of being 
unwanted or different dominates the 
patient’s mind out of all proportion 
to the severity of the handicap. 

Margaret, at 17, had a slight 
curvature of the spine, which was 
hardly noticeable when she was 
dressed. Yet she believed that 
everyone was staring at her “de- 
formity.” 

Margaret’s extreme timidity and 
unwillingness to make social con- 
tacts attracted the attention of the 
medical-social worker at a crippled 
children’s clinic. The medical-social 
worker felt that Margaret’s attitude 
indicated deep-seated problems that 
needed psychiatric attention. The 
clinic physician agreed and advised 
referral to a psychiatrist. 


It then became the job of the 
medical-social worker to get Mar- 
garet to understand the need for 
this kind of help and to want it. 
But when the social worker first 
suggested to the girl that she go to 
a new doctor, who, as the worker 
phrased it, “might help her to un- 
derstand better her feeling about 
her back,’ Margaret's response was, 
“Tf he will make my back straight 
I will go to him.” 

After a number of talks with the 
worker, however, the girl began to 
feel that it might be good to talk 
with this new kind of doctor who 
would help her to understand her- 
self better. She kept her appoint- 
ment with the psychiatrist and was 
able to benefit from his treatment. 
Gradually she showed more cour- 
age and willingness to join in social 
activity. 

In preparing the way for Mar- 
garet’s acceptance of the special 
services of the psychiatrist, the 
medical-social worker provided a 
service that is frequently necessary 
when the real problem is not so 
much the crippling condition as the 
patient’s feeling about it. 


A LONG STAY IN THE HOSPITAL isn’t breaking up Teddy’s school career too 
much. The public schools in his city assign a teacher to this hospital, and all the 
children who are able to do lessons can keep up with some of their school work. 





Photograph by Frank H. Ubhaus 
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It often happens that a patient 
does not understand the need for 
the physician’s recommendation. 
Such a patient does not follow the 
recommendation merely because it 
has been made or because an ap- 
pointment has been obtained. He 
may need much explanation from 
the medical-social worker, and an 
opportunity to discuss his feelings, 
before he can make good use of the 
service recommended. 

All the members of the medical 
tea share responsibility for recog- 
nizing and considering social fac- 
tors, and all contribute to an under- 
standing of the individual patient. 
It is the medical-social worker, how- 
ever, who is expected to take the 
primary responsibility with regard 
to the patient’s social needs and to 
initiate planning for them. Her 
training has been especially con- 
centrated upon understanding the 
social and emotional factors related 
to illness and physical handicap. 

The problems of the child or 
young adolescent in relation to phy- 
sical restoration and later rehabili- 
tation often involve the problems of 
his father and mother. The attitudes 
of the child’s parents frequently play 
an important part in his adjustment 
to a handicap. Parents who are 
overanxious may stimulate the child 
to do too much, and those who are 
oversolicitous may allow, or culti- 
vate in him, an attitude of overde- 
pendence. Other parents take little 
interest in their child and neglect 
him. 

If the mother is overburdened, 
sometimes social resources in the 
community can be utilized to get 
financial assistance or housekeeping 
service, or to place the child under 
temporary foster-home care, as was 
done for Johnnie, the baby with 
clubfeet. 

Sometimes, however, an overso- 
licitous attitude in the mother, or 
her lack of interest in the child, may 
be symptoms of real problems with- 
in herself. She may have a feeling 
of guilt, thinking perhaps it is her 
fault that the child is crippled. Or 
she may be full of self-pity because 
of the restrictions and deprivations 
that the care of the crippled child 
has imposed upon her. Or there 
may be marital difficulties or other 
family friction. 

In such cases an agreement is 
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sometimes made by the nurse or the 
physical therapist and the medical- 
social worker for cooperative work. 
Under this arrangement the nurse 
or physical therapist works primar- 
ily with the child while the medical- 
social worker may center her atten- 
tion on the mother or on the other 
members of the family. Such co- 
operative service can be very suc- 
cessful if the workers plan and work 
closely together. 

If the mother finds in the medical- 
social worker a person who is es- 
pecially interested in her, some one 
with whom she can talk about her 
problems, she is likely to be released 
from some of her tensions and be 
able to take a more relaxed and 
wholesome attitude toward the child. 
As a result the child will have a bet- 
ter chance to grow up psychological- 
ly, to become emotionally indepen- 
dent, and to be able to use rehabili- 
tation services when the time comes. 

Thus far stories of what might be 
called ‘“‘prehabilitation” have been 
discussed. Two stories will now be 
presented in which the early steps 
are followed by successful rehabili- 
tation in the more technical sense of 
the word. For each of these stories 
a patient with severe structural sco- 
liosis has been chosen—patients for 
whom long and repeated periods of 
hospital care were necessary. 





Mike has a straight back and a hope- 
ful future now owing to good team- 
work 


Mike was 16 when he was re- 
ferred to a crippled children’s clinic. 
He had a severely deformed back, 
and he was extremely sensitive 
about it. 

His father and mother were for- 
eign-born and had difficulty both in 
understanding and speaking En- 
glish. They had a good deal of Old 
World fear and suspicion of hospi- 
tals, and they would not hear of 
having the spinal operation per- 
formed that the orthopedic surgeon 
at the clinic recommended. The 
first job of the clinic workers there- 
fore was to persuade the parents to 
consent to the operation. This was 
a difficult task. After some time they 
said they would consent if the doctor 
would guarantee a cure. This was 
a step forward, but it was clear that 
many additional steps were needed. 

The clinic doctor patiently gave 


the boy and his parents explanations 
of how much and how little an op- 
eration might do. And the physi- 
cal therapist and the nurse did their 
part with continued and detailed ex- 
planations. Questions and more 
questions were asked and answered. 
The medical-social worker, for- 
tunately able to talk with the par- 
ents in their own language, had 
many interviews with them and also 
with Mike. Sometimes she went to 
their home in the evening so as to 
be sure to see the father. 

All this took almost 2 years, for 
the parents, ignorant and fearful, 
had great difficulty in coming to a 
decision. At last Mike himself was 
won over, and after a while his fath- 
er and mother also agreed to having 
the operation performed. 

At the time Mike was admitted 
to the hospital, the clinic medical- 
social worker sent a social summary 
of his case to the hospital social 
worker, to help her make the cir- 
cumstances of the case clear to the 
physicians and others responsible for 
his hospital care. The sharing of 
information between the diagnostic 
clinic and the hospital can materially 
help the patient’s adjustment to the 
hospital, especially when there has 
been resistance to hospitalization. 

Mike’s hospital career was a great 
success. The physician saw to it 
that he was placed near a boy who 
had already had the type of opera- 
tion that Mike was to have, and this 
boy’s experience greatly reassured 
him. Mike made friends among the 
hospital personnel. A teacher as- 
signed by the local public schools to 
the hospital gave him lessons. 

After a successful operation Mike 
went home and made a good adjust- 
ment there. A home teacher con- 
tinued his lessons until he was able 
to return to school. His good ad- 
justment at home was undoubtedly 
contributed to by the social experi- 
ence at the hospital—the contacts 
there with the friendly nurses, doc- 
tors, and teacher. 

Mike’s straight back is a miracle 
for him and for his family. He tried 
for the Navy, showing that he felt 
he was no longer handicapped. He 
was rejected, to be sure, but he con- 
tinued to think of himself as a whole 
man, and he longed to do war work. 

Now, a year and a half after his 
operation, he has a job in the Navy 











Yard as apprentice electrician. It 
is the nearest thing to his ambition 
—being in the Navy. He seems 
truly rehabilitated. 


Helen is now a self-supporting person 
instead of a crippled dependent 


Another patient with a severely 
detormed back, whom the State 
crippled children’s agency saw 
through to successful rehabilitation, 
was a girl named Helen, who did 
not come to the attention of the diag- 
nostic clinic until she was 18 years 
old—almost too late. At that time 
she was a very lame, crooked little 
person, with an alert, attractive face 
and a friendly manner. The ortho- 
pedic surgeon at the clinic predicted 
that unless treatment was provided 
promptly her legs might become par- 
alyzed. 

Conditions in her home were bad. 
Her mother was dead, and her father 
was alcoholic and was irregularly 
employed. She had four younger 
brothers. Helen was trying to keep 
house for this family with only cas- 
ual help and supervision from an 
aunt living nearby. In spite of all 
these difficulties, there was a strong 
family affection. 

Helen and her family accepted the 
doctor’s recommendation that an op- 
eration should be performed, and she 
was brought to one of the Boston 
hospitals. 

From the medical-social worker’s 
report the physician realized that 
proper supervision and follow-up 
care could not be given Helen in her 
own home, and therefore convales- 
cent care was arranged in a home in 
Boston. 

While Helen was at the hospital 
and the convalescent home the pub- 
lic-health nurse received reports on 
her progress from the medical-social 
worker and kept the family in- 
formed. 

After going home Helen resumed 
her heavy home duties too soon; 
whereupon the medical-social worker 
made arrangements for her to live 
for a while away from home at a spe- 
cial school. In her absence the aunt 
looked after the younger children, 
and the public-health nurse contin- 
ued to visit the home for general 
oversight. 


Helen had expressed a desire to 
become a beauty-shop operator, and 
so the worker referred her to the 
district representative of the State 
vocational - rehabilitation services, 
who arranged for the training. Thus 
the young girl learned that she could 
support herself. 

Temporarily Helen took a job in 
a plant producing war materials, but 
she expects to return to the beauty- 
shop work for which she has been 
specifically trained. 

To carry out the various steps of 
medical care, convalescence, school- 
ing, vocational rehabilitation for 
Mike and Helen, many professional 
people contributed. First, of course, 
was the physician. But the other 
clinic personnel, the health and wel- 
fare workers in the local communi- 
ties, the hospital and convalescent- 
home personnel and the rehabilita- 
tion workers all played important 
parts. The chief role of the medical- 
social worker in the crippled chil- 
dren's agency was to mobilize and 
coordinate these services so_ that 
there was continuity in the medical 
and social plan and consistent guid- 
ance toward the ultimate goal of 
successful rehabilitation and_place- 
iment in a job. 

Sometimes a medical-social work- 
er in a crippled children’s program 
is asked to define the social problems 
that she believes should be referred 
to her. It is difficult to make such a 
definition, for a problem that calls 
for the medical-social worker’s ser- 
vices is not basically the problem of 
the crippling condition. It is the re- 
action of the individual to his condi- 
tion, and this reaction depends on 
the resources at his disposal—within 
himself, in his family, and in his 
community. 





To be sure, a crippling condition 
probably always creates a problem. 
Many an individual, however—as- 
tonishingly many — finds strength 
within himself through which he 
meets his problem and can use the 
services and facilities in his com- 
munity to become, within the limits 
of medical science, physically re- 
stored and in every way rehabili- 
tated. Such a person, if given the 
information regarding the neces- 
sary resources—orthopedic nursing, 


physical therapy, educational, re- 
habilitation—is in a position finan- 
cially and emotionally to take advan- 
tage or them:. Uther persons, how- 
ever, because of unfavorable condi- 
tions in the community, in the fam- 
ily, or in themselves, need special 
help in taking one or more of the 
steps along the road toward rehabili- 
tation. If they do not get this help 
the medical care they receive will 
not be effective and the possibilities 
of rehabilitation will not be utilized. 
Betsey Barton in her recent book, 
“And Now to Live Again,” has de- 
scribed the task that confronts per- 
sons to whom a severe crippling 
handicap has come. She speaks of 
the agonizingly slow mental adjust- 
ment that must be made to reach the 
victorious state of mind so necessary 
in coping with a new and terrifying 
world, 


To sum up.—Successiul rehabili- 
tation of the physically handicapped 
individual includes: (1) the optim- 
um of physical restoration. (2) 
personal and emotional adjustment 
to handicap. (3) vocational guid- 
ance and training for those who can 
benefit from them. But the social 
problems related to disability must 
be treated as well as the organic im- 
pairment if either medical care or 
rehabilitation is to be effective. 

The program must meet the needs 
of the individual. Each patient comes 
from a different background and 
presents a condition and attitude pe- 
culiar to himself. 

All the members of the medical 
team have a responsibility for recog- 
nizing and considering social factors 
affecting the individual. The role of 
the medical-social consultant in a 
State crippled children’s program is 
threefold: To mobilize and help to 
coordinate services of the social and 
health agencies, to act as consultant 
in the area where medical and social 
factors come together, and in certain 
cases, to give direct service to the 
patient. The aim of all is rehabilita- 
tion. Any program that fails to plan 
for the social as well as medical re- 
habilitation of the crippled person 
and his eventual placement in the 
niche where he can best function 
falls short of its real objective. 


A limited supply of reprints of this article will be available from the Children’s Bureau, Washington 25, D. C. 
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SCHOOL DOORS BEGIN TO OPEN TO THE 
CHILDREN OF MIGRATORY FARM WORKERS 


MANY A CHILD in a migra- 
tory farm family never learns to 
read and write. Some never learn to 
speak English. We may find this 
hard to realize, because we assume 
that all children in this country are 
required to go to school until they 
have completed a certain grade or 
reached a certain age set by the 
laws in their State. Indeed, we 
sometimes boast that all our children 
have an opportunity to get the full 
benefits of the American standard 
of education. 

Our boasts sound empty against 
the hard fact that up to June 1, 1944, 
nearly 600,000 men 18 through 37 
years of age had been rejected for 
military service because of educa- 
tional or mental deficiency—a large 
proportion of whom were able to 





learn but had not had enough 
schooling to pass a fourth-grade 
test established by the military 


authorities. 

Evidence of the lack of oppor- 
tunity for migratory children has 
been found again and again over 
a period of years, in different parts 
of the country, in the course of 
studies made by such agencies as 
the National Child Labor Com- 
mittee, the United States Office of 
Education, and the Children’s Bu- 
reau and through information ob- 
tained from many different sources. 

In one such study, made in 
Hidalgo County, Tex., in 1941, by 
the Children’s Bureau and_ the 
United States Office of Education, 
the investigators found that of 
about 1,000 migratory children 6 
through 17 years of age, who at the 
time of the study were living in 
their home communities, 500 were 
not enrolled in school, and 163 had 
never gone to school at all. About 
one-fourth of those who had never 
gone to school were 12 years of 
age or older and probably never 
would go to school. 

Every year thousands of farm 
laborers and their families migrate 
irom Texas to Michigan to work 
on the sugar beet crop and to harvest 
iruits and vegetables. Many migrate 
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A few communities show the way 


education can be put within their reach 


by IONE L. CLINTON, Industrial Division, U. S. Children’s Bureau 


from other places too. How little 
schooling the children of these work- 
ers get is suggested by figures from 
14 counties, published in the Uni- 
versity of Michigan’s School of 
Education Bulletin, October 1943. 
The author, Edgar G. Johnston, 
who called his study “Michigan’s 
stepchildren,” found that although 
the school census for the 14 counties 
included 2,570 migratory children 
only a little more than one-fourth 
were enrolled in school at the time 
the information was collected. 
Such reports confirm the state- 
ments of many persons who see 
these children working when they 
should be in school and who are 
acquainted with the children and 


know how illiterate or near-illiterate 
many of them are. 

Why do so many of these chil- 
dren never go to school at all? And 
why is it that those who do start 
school are unlikely to complete more 
than a few grades? 

Let us look at some of the rea- 
sons. 


What children are up against 


When other children are in school 
large numbers of migratory farm 
children of school age are planting, 
weeding, or harvesting crops to eke 
out the meager income of their 
parents. Or else they are at home 
taking care of the babies and toddlers 


A SCHOOL BUS has just carried these children from their school in a nearby 
city to their temporary homes in a farm-labor supply center in Texas. Their 
older brothers and sisters and their parents are in Texas to pick vegetables. 





Photograph by Rothstein, Farm Security Administration 
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in the family while the older mem- 
bers of the family are in the fields. 

It is just about impossible for a 
migratory family to remain in one 
locality long enough to permit the 
children to go to school for a full 
school term, for the families are 
needed to work in one locality after 
another—often at great distances— 
as one crop after another reaches 
its peak. In the winter months, which 
most of us think of as school time, 
the migratory farm family is likely 
to be working in States with a 
warm climate, harvesting oranges 
and grapefruit and many kinds of 
vegetables. In the spring they may 
be picking strawberries; in the fall, 
cotton in some States, apples in 
others. 

Some migratory children go to 
school when they are in their home 
communities. Their home commu- 
nities, however, are very likely to 
be in parts of the country where 
crops are harvested in the winter 
months. And even after a youngster 
reaches home and starts school—it 
may be from | to 3 months late in 
the term—he leaves school from time 
to time and works in the fields. And 
by March or April the family starts 
out again and the child leaves school. 

In one locality the district school 
superintendent reports that last year 
a school in his district opened in 
the first week of September with 
only 30 per cent of the children in 


the community present. By Decem- 
ber nearly all of the children had 
come to school, but by the middle 
of April attendance had dropped to 
only 40 per cent. The rest of the 
children had either left the com- 
munity or were working in the onion 
fields nearby. Another school in the 
district had already closed by that 
time because all the children had left 
the community with their families 
to follow the crops. 

A few migratory farm families try 
to give their children some school- 
ing in the various communities along 
their migratory route. But during 
the harvest season many _ rural 
schools close to release the local chil- 
dren for work in the fields. This of 
course interferes with the schooling 
of the local child but is much more 
of a handicap to the migrant child, 
who may find the schools closed in 
most of the places where he stops. 

If the schools are open and the 
migratory child enrolls he may not 
be in school a month until, just as he 
did in the home community, he must 
leave school and move on with his 
family. This may happen again and 
again and may keep the child from 
ever completing a grade or even a 
school project he has undertaken. 

It is discouraging to the children 
to be taken out of school before 
they have completed a school term 
and it is equally discouraging when 
they have to enter a new school— 


almost certainly one with different 
content and rate of progress—in 
the middle of a school term. 

As a result of the need to mi- 
grate the child drops behind his 
own age group and does not progress 
from grade to grade as does the 
child who attends the same school 
regularly. 


What schools are up against 


Secause the children change 
schools often and because they at- 
tend so irregularly, teaching them 
becomes a special problem. 

There are other reasons why it 
is difficult for schools to absorb 
these children, some of which are 
the result of their way of life. 

Often the children are poorly 
dressed. They may be in ill health 
because of lack of sanitation, bad 
food, and the absence of medical 
care. Often because of poor living 
conditions and despite the efforts 
of their parents, the children are 
not clean. In addition a considerable 
number of migratory farm families 
speak a foreign language only and 
understand little English. Another 
considerable group of migrants are 
Negroes. 

For these reasons and others, 
schools may refuse to accept migrant 
children. They may do this because 
they have no room for the migrant 
children, because they are unable 


SUNSET SCHOOL is located in a Federal farm-labor supply center at Arvin, Calif. It was planned only for migratory 
farm children staying at the center, but now it is attended also by children who live permanently in the community. 
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Photograph by Leo B. Hart, Superintendent of Schools, Kern County, Calif. 
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to cope with their special needs, 
or because they do not feel obliged 
to take them in. 


Bringing children and schools together 

A number of efforts have recently 
been made to overcome the obstacles 
—work during school hours, irreg- 
ularity of school attendance, and 
lack of community acceptance—that 
stand in the way of real educational 
opportunity for them. 


Special funds provided.—\u 
occasional State has enacted legisla- 
tion for special State aid for school- 
ing for migratory children. In 1943 
New Jersey passed a law to appor- 
tion to each school district $45 for 
each child of a farm worker not a 
resident of the State who attends. 
At present this provision has a time 
lhmit but consideration is being given 
to making it permanent. California 
for some years has had permanent 
legislation that provides special funds 
to aid counties in providing for 
emergency schools for these chil- 
dren, 


Larger earnings by parents 
help—Temporarily at least, the 
better wages and steadier work of 
the war years have reduced the pres- 
sure of family poverty that forces 
children to work in the fields and to 
lose schooling. 

A Texas welfare officer reports 


that some fathers in his county were 
earning enough last year to leave 
their families in their home commu- 
nities so that the children could go 
to school during December and Jan- 
uary while the fathers picked carrots 
in a nearby county. 

A Government agricultural sta- 
tion through which many farm fam- 
ilies pass on their migratory route 
reports that a few families with 
children returned earlier than usual 
from cotton picking in the fall of 
1944. The parents said that they 
were doing so in order to give 
their children a better chance to 
enter school and that they were able 
to do so because their earnings were 
larger than usual. But even these 
parents, in order to earn their scant 
living, had to take their families 
away from home for considerable 
periods of the year and the school- 
ing of their children still suffered. 


Local communities are experi- 
menting. — Some communities in 
which migatory farm families live 
during the time they are harvesting 
crops are making efforts to find out 
the best ways to give the children in 
these families an opportunity to go 
to school. They have found that a 
very important factor in getting them 
into school is to make the children 
feel themselves a part of the com- 
munity. 

How the community can help the 
agricultural migrant to feel a part of 


the community and can interest the 
children in these families in attend- 
ing school is shown by an experi- 
ment in Kern County, Calif. An 
elementary school was set up some 
years ago, with special funds pro- 
vided by the State, for the children 
of workers in a Federal farm-labor 
supply camp at Arvin, Calif. 

Through the years this school has 
grown in size and_ strength, has 
found a permanent place in the com- 
munity, and has brought the people 
of the community and of the camp 
together. Neighboring farmers con- 
tribute pigs, rabbits, cows, sheep, 
and chickens to the school for the 
school lunch; the children learn to 
take care of the animals. [Last vear 
a swimming pool was built on the 
school grounds by the older boys, 
with the principal directing them and 
working with them. This pool is 
now also used by the community. 

The county school superintendent 
reports that this vear the upper- 
grade children of both groups of 
families—the families in the camp 
and those with permanent houses 
in the community—will attend the 
camp school together, and the lower- 
grade children of both groups will 
attend the district school. 

Another effort to draw the migra- 
tory families into the life of the com- 
munity and to study the special 
needs of the children and find out 
how to meet them was made by the 
Central Michigan College of Edu- 


THIS SWIMMING POOL was built by the older boys of Sunset School, with the help and direction of the principal. 
The pool is used by the townspeople of Arvin, as well as by the migratory workers staying at the farm-labor supply center. 
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cation, Mt. Pleasant, Mich., during 
the summer of this year. The col- 
lege established an experimental ele- 
mentary school lasting 6 weeks. In- 
terest in setting up the school was 
stimulated by the work of the Home 
Missions Council among migrants. 
These migrants, many of Mexican 
heritage, had been coming to the 
community for years to work in the 
beets from May to November. The 
Office of Inter-American ‘Affairs 
financed the school. The college 
transported the children in the col- 
lege bus, and the city schools coop- 
erated by permitting the use of a 
school building for the session. 

The group of 31 children from 6 
to 12 years of age who attended this 
experimental session was made up of 
16 migrant children and 15 children 
who lived in the community. Many 
of these migrant children spoke 
Spanish only and understood very 
little English. Because of this ad- 
ditional handicap they were even 


shyer of strangers than the usual mi- 
gratory child, and more effort was 
needed to make them feel a part of 
the school. Opportunity for speak- 
ing both Spanish and English was 
given all the children —thus the 
English-speaking children became 
aware of the language skill of the 
Spanish-speaking children. One of 
the members of the teaching staff 
was a young woman who herself 
had come to Michigan as a child 
with her parents and brothers and 
sisters to do seasonal work; the 
children went to school and the fam- 
ily stayed on in Michigan. This 
voung woman recently graduated 
from Central Michigan College of 
Education. 


School services are being ex- 
tended to migratory workers.— 
In Saginaw County, Mich., the 
county school commissioner for some 
vears has been enlarging the teach- 
ing staff to take care of the migra- 
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EVERY RURAL CHILD HAS THE RIGHT 


1 To a satisfactory, modern elementary education 
2 Toa satisfactory, modern secondary education 


3 To an educational program that bridges the gap between 
home and school, and between school and adult life 


4 Through his school to health services, educational and 
vocational guidance, library facilities, recreational activ- 
ities, and, where needed, school lunches and pupil trans- 
portation facilities at public expense 


5 To teachers, supervisors, and administrators who know 
rural life and who are educated to deal effectively with 
the problems peculiar to rural schools 


6 To educational service and guidance during the entire 
year and full-time attendance in a school that is open for 
not less than 9 months in each year for at least 12 years 


7 To attend school in a satisfactory, modern building 


8 Through the school to participate in community life and 


9 To a local school system sufficiently strong to provide all 
the services required for a modern education 


10 To have the tax resources of his community, State, and 
Nation used to guarantee him an American standard of 


—A Charter of Education for Rural Children. 
First White House Conference on Rural Education, 


October 3-5, 1944. 








tory children while they are in the 
community. Each year, the commis- 
sioner has engaged one extra teach- 
er; and two more such teachers will 
be engaged this year for the 3 
months that the migratory workers 
will be in the county. The fathers 
and mothers of the migratory chil- 
dren are made welcome at the local 
parent-teacher association meetings. 

Another example of extending 
school services to seasonal farm 
workers’ children can be found in 
the visiting teacher service of a 
school district in Texas, which thou- 
sands of seasonal farm workers con- 
sider their home community. This 
community now employs a Spanish- 
speaking visiting teacher to call at 
the home of children who have 
dropped out of school and to urge 
them to return. She investigates 
and reports on the economic status 
of the family ; the health of the child; 
the sleeping accommodations, food, 
and clothing available to the child; 
and all other matters that may affect 
his school attendance. She gives the 
family advice as to how to overcome 
the handicaps to the child’s attend- 
ing school and if, after her first visit 
to the home the child does not come 
back to school, she returns again to 
see what more she can do. 

e a * 


If migratory farm children are to 
have an opportunity to get school- 
ing equal to that recognized as the 
right of all American children, the 
conditions that deny migratory chil- 
dren this opportunity must be over- 
come. The protection of child-labor 
laws, as well as effective compulsory 
school-attendance requirements, are 
fundamental to broad attack on the 
problems of educating migrant chil- 
dren. 

Moreover, additional facilities and 
services are needed so that schools 
can take in the additional children 
without curtailing school services to 
nonmigratory children. 

In the meantime much more ex- 
perimentation—and by many more 
communities—is needed to find out 
the best way to enable the migrant 
child to feel welcome in the school. 

And most of all, a sound program 
of national planning and of coopera- 
tion among States is needed to give 
such children an opportunity for a 
good education. 


A limited supply of reprints of this article will be available from the Children’s Bureau, Washington 25, D. C. 
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UNIVERSITY HOSPITAL PREPARES TO 
GIVE BETTER CARE TO NEWBORN BABIES 


New nurseries aim to prevent epidemics 


and foster mother-baby relationships 


HOSPITAL NURSERIES ior 
newborn babies, planned to protect 
the baby from infection, to facilitate 
nursing care, and to help the mother 
get acquainted with her baby 
early are described in The Modern 
Hospital for July by Dr. P. A. 
McLendon, professor of pediatrics at 
George Washington University 
School of Medicine, Washington, 
D. C., and Dr. John Parks, profes- 
sor of obstetrics and gynecology at 
the same school. 

Chis plan is being carried out in 
the new George Washington Uni- 
versity Hospital, Washington, D. C. 
Every baby’s crib is to be placed ina 
separate cubicle, with glass parti- 
tions between cribs. The largest 
number of cribs in a single nursery 
will be eight, and no more than eight 
babies will be taken care of by a 
nurse at one time. The mothers’ 
rooms are to be located near the 
nurseries, so that every mother can 
have her baby with her much of the 
time. Separate nursing units will 
be provided for premature babies 
and for babies showing any evidence 
of infection. 

It has taken epidemics of impetigo, 
respiratory infections, and more par- 
ticularly ‘‘neonatal diarrhea,” to 
bring about a demand for changes in 
the architecture of hospital nurs- 
eries, say the authors, adding that 
hospitals in all parts of the United 
States have experienced the disaster 
of one or more of these tragic nurs- 
ery epidemics. 

In this connection the article notes 
that in the 8-year period 1935-42 the 
number of women who gave birth to 
their babies in hospitals increased 
by more than four-fifths. During 
that time the maternal mortality rate 
decreased more than half, but the 
mortality rate among infants in their 
first month of life decreased only a 
fifth. 
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The mortality rate for infants 
dying in the first month of life can 
and should be reduced a great deal, 
say Drs. McLendon and Parks, and 
improved nurseries can contribute to 
a real reduction in the neonatal 
deaths that result from preventable 
(liseases, 

Many hospitals, recognizing the 
danger to the babies that results from 
large nurseries, have built partitions 
to break up their nurseries into 
smaller units, the article says. Many 
of the made-over nurseries, how- 
ever, lack proper plumbing facilities, 
adequate examination and treatment 
rooms, and necessary bedside work- 
ing space. These deficiencies have 
made physicians conscious of the 
need for radical changes in the de- 
sign for hospital nurseries. 

Foremost of these changes, say 
the authors, must be provisions for 
protection against infection. In ad- 
dition, the structure of nurseries 
should be changed so they not only 
serve as protected quarters but con- 
tribute as maternal centers of educa- 
tion in infant care and development. 

A nursing assignment under the 
plan will consist of one eight-crib 
nursery, or two four-crib nurseries, 
or eight one-crib nurseries. Irre- 
spective of the size or location of 
these units, the article says, no in- 
fection need spread from one to the 
other of these independently ar- 
ranged nurseries without gross ne- 
glect in supervision. 

The mothers’ rooms are planned 
in relation to the nurseries so that 
the baby can be rolled to his moth- 
er’s room in a mobile bassinet, with 
a minimum of corridor travel, as this 
exposes him to infection. 

Under this plan the mother will 
have the privilege of seeing ‘the 
early developmental changes that 
characterize the newborn and _ that 
can be appreciated only through 


inore prolonged periods of observa- 
tion than has been the practice in the 
hospital care of infants.” 

The mother will also have an early 
opportunity to learn from her nurse 
what Drs. McLendon and Parks call 
the “simple but disturbing first les- 
sons” in breast or bottle feeding, in 
eructating the baby, changing his 
diaper, bathing him, and otherwise 
caring for him. 

It is understood that the baby will 
not be left in the mother’s room dur- 
ing visiting hours and that visitors 
will not be allowed to enter the room 
during nursing periods. 

Every nursery for normal infants 
will provide 25 square feet of floor 
space for each baby. 

Floors, walls, and partitions are 
to be constructed so that there will 
be a minimum of ledges that catch 
dust and of areas inaccessible for 
cleaning. 

All partitions will be of clear glass 
so that a full view of the entire area 
may be had from any point. Each 
nursery will have an individual wall 
light in each cubicle, and also ceiling 
lights hooked up to a constant dim 
light and a switch for indirect floor 
lighting. Each cubicle will have its 
own “‘plug-in” for use in attaching 
any necessary electrical devices. 

Attached to every nursery will be 
an examination-treatment room, as 
well as a separate chart and gowning 
room. In the latter room the physi- 
clan may examine the baby’s record 
and look at the baby through the 
glass partition. 

Lavatories will be located in every 
nursery, examination-treatment 
room, and chartroom. 

View windows, with opaque slid- 
ing panels, will permit visitors to see 
the babies. 

Two four-crib nurseries will be 
placed opposite each other on a cor- 
ridor, so that a nurse can supervise 
the care of eight babies. Each four- 
crib nursery will be placed between 
two double rooms for mothers, and 
viewing windows will be placed be- 
tween the mother’s room and the 
nursery. 


75 











As one step further in the idea of 
smaller nursery units and closer 
mother-baby relationships, one wing 
of the hospital will have: individual 
nurseries, each connected with the 


mother’s bedroom. Each of these in- . 


dividual nurseries has a_ viewing 
window between the nursery and the 
corridor, so that one nurse can ob- 
serve all eight babies without dis- 
turbing the mothers. A few of the 
mothers’ rooms will have bath facili- 
ties also. 

Turning to the cost of hospital 
care, the mother’s room and the in- 
fant’s nursery space should be con- 
sidered separately, say Drs. McLen- 
don and Parks. Charges for infant 
care in voluntary hospitals rarely 
pay for nursery costs, they add, and 
under any acceptable standard good 
nursery care is expensive. In hospi- 
tal economy, according to the au- 
thors, the infant should be treated 
as the important end-product rather 
than a by-product of the maternity 
division. 

In their conclusions, Drs. Parks 
and McLendon stress the point that 
small functional units are the surest 
means of controlling nursery infec- 
tions. With regard to the effect of 
locating the mothers’ rooms near the 
nurseries, the authors remark that 
encouragement in the early mother- 
baby relationship should be a tre- 
mendous factor in breast feeding. 
The pendulum of ultramodern scien- 
tific management of early infancy is 
slowly but surely swinging back 
toward a more rational and normal 
attitude, they continue. In an at- 
mosphere of hospital helpfulness, 
they say, this new nursery design 
will develop in the mother more con- 
fidence in herself and a better under- 
standing of her infant than have 
been possible in previous hospital 
practices. 

The article in The Modern Hos- 
pital includes floor plans for nurs- 
eries for normal babies—an eight- 
crib unit, a four-crib unit, and a 
single nursery attached to the moth- 
er’s bedroom; also floor plans for a 
premature nursery suite. 

By permission of The Modern 
Hospital the Children’s Bureau has 
reprinted the article that is summar- 
ized here, and single copies of the 
complete article, including the floor 
plans, may be had without charge by 
writing to the Bureau. 
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Cc. B. NEWS NOTES 


Chief of Children’s Bureau 
Appoints Advisory Com- 
mittee of Trade Union 
Women 


On August 22, 1945, the Chief 
of the Children’s Bureau announced 
the appointment of an Advisory 
Committee of Trade Union Women, 
consisting of eight women repre- 
sentatives of labor unions affiliated 
with the American Federation of 
Labor and the Congress of Indus- 
trial Organizations. This committee 
will consult with the Bureau on the 
formulation of programs affecting 
women workers and their children 
and employed young people and on 
methods of informing the unions of 
these programs. 

The subjects under special con- 
sideration at the first meeting of the 
committee, which was held on Sep- 
tember 25, included needs for con- 
tinuing facilities for day-care of chil- 
dren of women workers ; union plans 
for participating in efforts to expand 
community services for children 
and youth ; and measures needed this 
year to keep boys and girls in school, 
protect young workers, and help in 
the readjustment of young war 
workers who lose their jobs. 


Adviser on Dental Services 
Appointed on Staff of 
Children’s Bureau 


The appointment of Dr. John T. 
Fulton to the staff of the Children’s 
Bureau as adviser on dental ser- 
vices was announced on September 
12. This is the first time that the 
Bureau has had a specialist in this 
field on its staff, although Federal 
funds for maternal and child-health 
services have been available to State 
health agencies for the provision of 
dental-health services for mothers 
and children since the Social Secur- 
ity Act was passed in 1935. 

Dr. Fulton, who is attached to the 
Division of Research in Child De- 
velopment, will conduct research on 
the needs of childrén for dental care, 
methods of providing care, and 
standards of training for dental per- 


sonnel. He will also work with the 
Division of Health Services, giving 
consultation service to State health 
agencies on the extension and im- 
provement of dental-health services 
for children and pregnant women. 

Dr. Fulton comes to the Children’s 
Bureau from the Connecticut State 
Department of Health, where he had 
been Chief of the Division of Dental 
Hygiene since 1942. 


Children’s Bureau Advisory 
Committee on Statistics 
Concerning Children 


The Children’s Bureau Advisory 
Committee on Social Statistics has 
been reconstituted as the Advisory 
Committee on Statistics Concerning 
Children, in order to relate it more 
closely to the Bureau’s entire pro- 
gram of statistical research. As 
originally constituted the committee 
served as an advisory body to the 
Children’s Bureau on the collection 
of health and welfare statistics in 
urban areas through the social-sta- 
tistics project, for which the Chil- 
dren’s Bureau terminated its re- 
sponsibility as of June 30, 1945. 

The reconstituted committee func- 
tions through two subcommittees— 
one on child-welfare statistics, the 
other on juvenile-deliquency statis- 
tics. The expansion of the commit- 
tee through the addition of other 
subcommittees is contemplated in 
the future. 

The subcommittee on juvenile- 
delinquency statistics began its work 
with a reconsideration of the report- 
ing of juvenile-court _ statistics. 
Proposals for reorienting and ampli- 
fying these reports on the basis of 
the committee’s recommendations 
have been sent out to State agencies 
concerned with juvenile-court statis- 
tics by the Bureau for comments and 
suggestions. 

The subcommittee on child-wel- 
fare statistics at its first meeting con- 
sidered various problems connected 
with the improvement and extension 
of current reporting of statistics by 
State agencies administering child- 
welfare services. 
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TEN YEARS 


OF PROGRESS IN REDUCING 


MATERNAL AND INFANT MORTALITY 


With figures showing changes in the 
rates between the 2 years 1942-43 


by MARJORIE GOOCH, Sc.D., 


Division of Statistical Research, 
U. S. Children’s Bureau 


WITH PUBLICATION by the 
Bureau of the Census of data on 
births and deaths for 1943, it is pos- 
sible for the first time to compare 
infant and maternal mortality rates 
over a 10-year period. Although 
much information on these subjects 
has been available for a number of 
years, the first year in which reason- 
ably satisfactory data were available 
for every State in the Union was 
1933. 

Between 1933 and 1943 the 
maternal mortality rate declined 60 
percent—from 61.9 deaths directly 
due to pregnancy and childbirth in 
1933 per 10,000 live births to 24.5 
such deaths in 1943. The infant 
mortality rate during the same years 
dropped from 58.1 deaths of infants 
under 1 year of age per 1,000 live 
births to 40.4 in 1943—a decrease 
of 31 percent. 

The reporting of these compar- 
able figures for the entire United 
States is a milestone in the history 
of vital statistics. 

Development of birth and death 


registration in this country has been 


a long, slow process. 

The first vital statistics published 
by the Federal Government were for 
the year 1850; these were based on 
data collected during the decennial 
population census of that year. Al- 
though the information covered the 
entire United States, the method of 
obtaining the data made it inevitable 
that they would be incomplete and 
inaccurate. 

In some of the earlier-settled 
States, official registration of certain 
facts about births and deaths at the 
time the birth or death occurred had 
been in force since early colonial 
times. This principle—registration 
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rather than enumeration—was used 
in the establishment in 1900 of the 
death-registration area. Only 10 
States, the District of Columbia, and 
a small number of cities were in- 
cluded in this first registration area. 
But even this small beginning re- 
quired that some central agency be 
given responsibility for the annual 
collection, compilation, and publica- 
tion of the information. ‘The Bureau 
of the Census was given this re- 
sponsibility, and from this small 
beginning the structure of the pres- 
ent-day vital statistics has grown up. 
Similarly a birth-registration area 
was begun in 1915, with only 10 
States and the District of Columbia 
included. Gradually States were 
added to each of these registration 
areas until in 1933 all the States 
were included in both the birth- and 
the death-registration areas. 

Admission of a State to either 
registration area required proof that 
certain standards of completeness of 
registration had been met. 

The registration procedure—that 
is, the filing of an official document 
giving specified information about 
the birth or death soon after it oc- 
curred—involves many persons and 
procedures. The certificate is filed 
with a local registrar, forwarded by 
him after he has made a record of 
certain facts, to the State registrar. 
In the office of the State registrar 
copies are made of the statistical in- 
formation and sent on to the Fed- 
eral Bureau of the Census which 
makes the Nation-wide tabulations 
and analyses of the data. 

It is obvious that with the mil- 
lions of records involved each year, 
definite classifications of many items 
must be agreed upon. Sometimes it 
becomes necessary or advisable to 
change some of the definitions and 
when this is done direct comparisons 
of current data with those published 


earlier are sometimes difficult or 
even impossible to make. 

The classifications of causes of 
death-are made according to the In- 
ternational List of the Causes of 
Death. This list is revised every 10 
years to keep pace with advance- 
ment in medical knowledge. The 
latest revision was made in 1938, 
and deaths that occurred from 1939 
through 1943 were classified ac- 
cording to this latest edition. Deaths 
that occurred from 1933 through 
1938 were classified according to 
the 1929 edition. There were more 
extensive changes in the classifica- 
tion of causes of maternal deaths 
than of infant deaths, but the major 
discrepancies brought about by the 
revision have been overcome by the 
use of broad groups of causes. There 
are hidden variations, however, that 
cannot be corrected by this practice.’ 

Another change which was made 
in the tabulations of the Bureau of 
the Census during the 10-year period 
from 1933 to 1943 was the change 
from a place-of-occurrence to a 
place-of-residence basis. From 1933 
through 1936 all births and deaths 
were tabulated according to the place 
where the birth or death took place. 
Data tabulated according to place of 
residence, however, have much more 
public-health significance. For this 
reason, from 1937 on most tabula- 
tions have been made on this basis. 
This change does not affect the 
statistics for the United States as a 
whole, except those relating to urban 
and rural areas. For most States, 
figures for births and maternal and 
infant deaths are not greatly dif- 
ferent whether on an occurrence or 
on a residence basis. The Bureau 
of the Census has continued to 
publish some data on an occurrence 
basis as well as on a residence basis. 
For data that are not available on an 
occurrence basis direct comparisons 
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between 1933 and 1943 for geo- 
graphic subdivisions are not valid. 

As a whole, however, in spite of 
limitations, the figures for both 
maternal and infant mortality are 
comparable. 

Before examining the mortality 
rates, let us look at the figures for 
births during the decade 1933-43. 


BIRTHS 
Birth rates 


In the 10 years from 1933 to 1943 
there was an increase in the birth 
rate of 30 percent. For 1933, 2,081,- 
232 live births were registered in the 
United States; this meant a birth 
rate of 16.6 per 1,000 estimated pop- 
ulation. For 1943, 2,934,860 live 
births were registered—a birth rate 
of 21.5 per 1,000 estimated popula- 
tion including the armed forces over- 
se€as. 

The birth rates for the United 
States from 1933 to 1943 are as fol- 
lows: 


Year Rate 
ate, Sno cou hati oeraia gt aerated mac 16.6 
od rOd ech 5) armani aides a6. 3w eat 17.2 
DR are jaca ep eases wana dale wake 16.9 
LS cise atarasice a eels bude oratnatotutoia. cial 16.7 
Re ee eee ee 17.1 
ED ic ei aint uriadhneaeaenurwewwaaon 17.6 
ech na tcnecnde Se ehesaneetenens 17.3 
EE Ee eee ne err 17.9 
BCs aida we nat eieeuen ee aimweas . 18.9 
Rikki war kae NSemetaneeeneta 20.9 
ae a acres own ean anaeln otanne nee 
Race 


The proportion of Negro births 
decreased slightly from 1933 to 
1943. In the earlier year 11.8 per- 
cent of all live births were Negro; 
in 1943, 11.1 percent. In both years 
Mississippi had the highest propor- 
tion of Negro births (54 percent in 
1933 and 53 percent in 1943). Idaho 
and North Dakota had less than 0.1 
percent in each year. The greatest 
concentration of Negro births occurs 
in fewer than one-fourth of the 
States and during the 10-year period 
there was little change in the picture. 
Between 1933 and 1943 the States 
with the highest proportion of Negro 
births showed a slight decrease in 
this proportion. In other words, 
there has been a shift in the Negro 
population away from the southern 
States. 


Attendant at birth 


Data for 1933 on the number of 
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births occurring in hospitals and at- 
tended by physicians are not avail- 
able from the Bureau of the Census, 
but from data published in the Jour- 
nal of the American Medical Asso- 
ciation for March 31, 1934, it seems 
probable that in 1933 less than 35 
percent of the births took place in 
hospitals. By 1943 this percentage 
had risen to 72 percent. 

The percentage of hospital births 
from the first year for which such 
data are available from the Bureau 
of the Census to 1943, and the per- 
cent increase from each year to the 
next, are as follows: 


PROPORTION OF BirTHS IN HospPITALs 


Percentage of Percent 
Yea all live births increase 
See 37 
ee | ae eee 10.8 
DE cade vavnses _ Seen 9.8 
2, ee ee 6.7 
See - |) ee ere 6.3 
A ee eer 9.8 
ee eee | ee er 8.9 
ee recs bharsawot 11.5 
ie Acad accede: ie PR isaci his wed 5.9 


The proportion of hospital births in- 
creased 95 percent during this pe- 
riod. More complete data for 1935 
and 1943 are given in table 1. 

The increase in proportion of hos- 
pital births has been more pro- 
nounced for whites than for Negroes 
when the entire 8-year period is con- 
sidered. Between 1942 and 1943, 
however, the proportion of Negro 
births in hospitals increased 10 per- 
cent while that for white births in- 
creased only 6 percent. 

In 1943 the proportion of births 
occurring in hospitals (table 2) 
ranged from 97.3 percent for Con- 
necticut to 26.6 percent for Missis- 
sippi. Thirty-two States had a 
higher proportion of hospital births 
than that shown for the United 
States as a whole. 


Urban and rural 


Since hospital facilities are largely 
located in urban areas, the natural 
corollary to the increased proportion 
of births in hospitals would be an in- 
crease in births occurring in urban 
areas. Table 3 shows that in 1943 
73 percent of all births occurred in 
urban areas, but only 58 percent of 
the mothers lived in urban areas. In 
other words, 15 percent of the 
women having babies in 1943 lived 
in rural areas but went to cities for 


care during delivery. 


MATERNAL MORTALITY 


In 1933 there were 12,885 
women who died from causes di- 
rectly due to pregnancy and child- 
birth. In 1943 this number had 
dropped to 7,197; the risk of dying 
from these causes was actually re- 
duced more than is indicated by 
the difference between these figures, 
because there were over 800,000 
more births in 1943 than in 1933. 

The number of puerperal deaths 
per 10,000 live births declined from 
62 in 1933 to 25 in 1943—a reduc- 
tion of 60 percent, which is highly 
significant statistically. The differ- 
ences between the maternal mor- 
tality rates by race are as follows: 


MarTernat Deatus ver 10,000 Live Birtus 


Total White Negro Othe 

1993.06.30. GCS 56.4 100.0 76.2 

a 24.5 41.) 51.3 44.6 
Percent 

change . —60.4 —62.6 —487 41.5 


Although for this total 10-year 
period there was a greater reduc- 
tion in maternal mortality for 
whites than for Negroes, never- 
theless, from 1941 to 1943 the rate 
for Negroes decreased more sharp- 
ly than that for whites, as is shown 
in the following comparison. 


Percent CHANGE IN MATERNAL Deatu Rates 


1941-42 1942-43 
WOE. weiss ucnkvas —18 —5 
) ee ae —17 —5 
OS ee —20 —/ 
MNES Sicnisr rn cnced toes + 3 +3 


The reduction in maternal mor- 
tality is even more striking than 
the total figures show because dur- 
ing the later years of the decade 
1933 to 1943 there was an ‘in- 
creased proportion of first births 
and of births to young mothers, 
both of which factors are known 
to be associated with high maternal 
mortality.° 


Age at death 


The proportionate reduction in 
maternal mortality for each age 
group is shown in table 4. The 
smallest reduction occurred among 
mothers under 15 years of age and 
the largest reduction among those 
20-24 years. The latter age group 
showed the lowest maternal mor- 
tality rate both in 1933 and in 
1943. 
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The higher mortality in the very 
young group may be the result of 
less prenatal supervision and a high 
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as relatively incomplete physio- as a result the rate was reduced. tion in the rate less pronounced for 
TABLE 1—NUMBER AND PERCENT OF BIRTHS, BY RACE, ACCORDING TO PERSON IN ATTENDANCE, LIVE BIRTHS; UNITED STATES, 1935 ann 1943 
Number attended by Percent attended by 
Live r imate RO es Panay ei pe om nino ia —. oy a 
Race births Physician Non- Physician Non- 
Se eee ea ae ee ae eee medical  =(/___ emg debeiceames ” medical 
attendant attendant 
In hospital In home In hospital In home 
i 1943 
All races 2,934,860 2,115,582 615,754 203,524 72.1 21.0 6.9 
White 2,594,763 2,002,313 534,177 58,273 77.2 20.6 3.2 
Negro 324,865 102,152 79,405 143,308 | 31.5 24.4 44.1 
Other 15,232 11,117 2,172 1,943 | 73.0 14.3 12.7 
1935 
All races 2,155,105 795,629 1,089,832 269,644 36.9 50.6 12.5 
White 1,888,012 746,974 1,019,271 121,767 39.6 54.0 6.4 
Negro 255,124 44,059 66,218 144,847 17.3 25.9 56.8 
Other 11,969 4,596 4,343 3,030 38.4 36.3 25.3 
TABLE 2.—PERCENT OF BIRTHS, BY PERSON IN ATTENDANCE, LIVE BIRTHS; UNITED STATES AND EACH STATE, 1943 
Percent attended by __ Percent attended by 
Area Physician Non- Area Physician Non- 
oan medical medical 
person : person 
In hospital In home In hospital In home 
United States. .. 72.1 21.0 6.9 
— ——__——— —_—__—_ Montana. 91.4 ce 1.5 
Alabama 34.5 40.1 25.4 | Nebraska 78.8 21.1 S| 
Arizona 77.5 13.9 8.6 Nevada sed 92.5 6.6 9 
Arkansas. . 35.1 45.0 19.9 New Hampshire 89.9 10.1 () 
California. . 93.8 5.6 .6 New Jersey. 91.0 7.4 1.6 
Colorado. . . 77.5 20.7 1.8 New Mexico. 50.2 27.8 22.0 
Connecticut. . 97.3 | 2.6 | New York.. 93.7 5.7 6 
Delaware....... 81.1 11.8 7.1 North Carolina 45.7 36.4 17.9 
District of Columbia 92.9 7.3 : (4) North Dakota 81.2 17.3 1.5 
Florida Se ene 61.8 18.5 19.7 6 ee 80.4 19.5 ok 
eorgia 45.5 27.6 26.9 Oklahoma. . 61.3 34.9 3.8 
Idaho. 87.6 12.3 fe | Oregon...... 95.6 4.1 i 
Illinois 87.6 12.2 2 | Pennsylvania 77.9 21.9 2 
Indiana 75.6 24.3 5 Rhode Island. 89.2 10.3 5 
eae 79.0 20.9 “- South Carolina 35.7 28.0 36.3 
Kansas. 78.2 21.7 a South Dakota 77.0 21.2 1.8 
Kentucky 33.3 55.2 11.5 Tennessee 42.2 50.2 7.6 
Louisiana. ... . 54.5 21.3 24.2 Texas 61.7 24.5 13.8 
Maine........ 75.9 23.6 5 Utah 87.5 12.1 4 
Maryland. .... 70.7 23.9 5.4 Vermont 75.0 24.9 an 
Massachusetts . 93.8 6.2 QQ) | Virginia 50.7 32.5 16.8 
Michigan... 84.3 15.5 a Washington 96.4 3.4 a 
Minnesota. ae 85.6 13.9 5 West Virginia. . 38.1 58.4 B.S 
Mississippi. . 26.6 30.6 42.8 Wisconsin 83.3 16.5 3 
Missouri. 64.3 32.9 2.5 WIN ile Sa hcKinceeeaak 87.9 11.7 4 
1 Less than 0.1 percent. ia 
TABLE 3.—LIVE BIRTHS, URBAN’ AND RURAL, UNITED States, 1933 anp 1943 
o 1933 1943 
Area Occurrence Occurrence Residence 
Number Percent Number Percent Number Percent 
ee ee \ Se 2 ese mini naieiniiaidetiintiaiammnitidiia —_ = = Se 
Total 2,081,232 | 100 2,934,860 100 2,934,860 100 
PN itacc Caw civdicnienele 1,142,596 } 55 2,137,941 73 1,714,164 58 
_ _ ee | 938,636 | 45 796,919 27 1,220,696 42 


{ 





? Urban places are those having 2,500 or more population at the 
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this age group. 

At the other end of the age scale, 
the high rates for older mothers 
are undoubtedly the results of com- 
plicating diseases and the effects of 
multiparity. 


Causes of maternal deaths 


It is gratifying to know that for 
the first 10 years of Nation-wide 
birth and death registration such 
a dramatic reduction in the ma- 
ternal mortality rate took place and 
that the age usually considered 
most favorable for maternity was 
even less hazardous in 1943 than 
it was in 1933. Is this reduction 
due to uniform reduction in all 
causes of maternal death or have 
deaths from certain causes been 
reduced more than those from 
other causes? Unfortunately the 
comparison of causes of maternal 
deaths is extremely difficult be- 
cause of the extensive changes made 
in the International List for the 
puerperal causes. 


1933-43—-Comparison of deaths 
due to infection and to toxemia can 
be made with considerable accu- 
racy for the years 1933 and 1943 
but comparison of deaths due to 
hemorrhage is not valid. 

When the maternal deaths for 
1933 and 1943 are reclassified to 
make them as nearly comparable as 
possible, it is found that the pro- 
portion of deaths due to infection 
and to toxemia did not change 
markedly. The reduction in the 
maternal mortality rate due to in- 
fection was, however, greater than 
the reduction in that due to tox- 
emia, as may be seen from the fol- 
lowing comparison : 


MaTeERNAL Deatus PER 10,000 Live BirtHs 

All All 

causes Infection Toxemia other 

re 61.9 23.5 14.7 23.7 

re 24.5 8.8 6.2 9.5 
Percent 

change . —60.4 —62.6 —57.8 —59.9 


The actual decrease in the rate 
from infection may be even greater 
than the figures indicate since 


deaths from criminal abortion with 
infection are not included in the 
rate for 1933 but are included for 
1943. 

The decline in deaths from infec- 
tion is probably associated with the 
advent of chemotherapy, the in- 
creased use of blood transfusions, 
the trend away from operative de- 
livery, and better hospital regula- 
tions for asepsis. 

The decrease in death rate from 
toxemia is undoubtedly the result 
of better prenatal care, with espe- 
cial emphasis on better diet, and of 
the trend away from operative de- 
livery of patients with eclampsia. 


1942-43 — The more detailed 
classification of maternal deaths for 
1942 and 1943, made possible by 
the 1939 revision of the Interna- 
tional List, is shown in table 5. 
Using this classification it is possi- 
ble to classify more of the deaths in 
the three major groups—infection; 
toxemia; hemorrhage, trauma, or 
shock. Table 5 shows that in 1943 


TABLE 4.—MATERNAL MORTALITY BY AGE; UNITED States, 1933 Anp 1943 
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1933 

a | Percent 
Age at death | change 
Maternal deaths | Matrenal deaths | 1933-43 

per 10,000 | Maternal Live per 10,000 Maternal } Live 

live births | deaths births live births deaths births 
Total 24.5 7,197 2,934,860 61.9 12,885 2,081,232 —60.4 
10-14 years............ 99.0 37 | 3,737 137.9 37 2,684 —28.2 
15-10 yeare..........0.- 21.7 747 | 343,550 57.4 1,441 251,131 —62.2 
RSS eee 15.8 | 1,473 930,015 42.6 2,646 620,418 —62.9 
NN 006s cceee ns < 19.3 1,589 | 822,249 51.0 2,753 539,606 —62.2 
EE Eee 29.9 1,528 510,413 72.9 2,578 353,495 —59.0 
PIII, o cweceseuncsievees 51.0 1,268 | 248,870 106.4 2,324 218,411 —52.1 
40-44 years............. 74.2 493 66,4 124.8 952 76,261 —40.5 
45 years and over...... 107.6 54 5,020 179.5 135 7,522 —40.1 
Age unknown.......... “ll 17.4 8 4,600 16.2 19 11,704 + 7.4 





TABLE 5.—MATERNAL DEATHS FROM EACH CAUSE, BY TIME OF DEATH; UNITED States, 1943 anp 1942 








Number of maternal deaths 





Cause of death 


| During or after 


























During or after Before } During or after 
Total ectopic pregnancy | abortion! delivery? | childbirth? 
| | l i 
1943 | 1942 1943 1942 1943 | 1942 | 1943 | 1942 1943 1942 
} } | | | 
| 
MIRE sik nah etieien cevicaee dat 7,197 | 7,267 332. | 346 «| 1,165 1,231 | 1,022 | 1,110 | 4,678 «| 4,580 
ae asd, ccc deceive _ 2,593 2,808 62 | 76 «| 789 929 | 179 190 | 1,563 1,613 
NEN x icncahchcwhie's:Glaadihia werk wb ee aed 1,936 | 1,866 — | — | 110 79 | 690 777 | 1,136 1,010 
EE IEEE, 983 | 969 ‘ame — fe — 347 | 384 636 585 
Albuminuria and nephritis............ 446 437 — — — —_ 158 184 288 253 
BE CR nccccccescccectees 507 | 460 — — 110 7 «| 185 209 212 172 
Hemorrhage, trauma, or shock......... 1,991 2,018 270 270 113 111 65 61 | 1,543 | ~~ 1,576 
Other and unspecified causes.............. 677 575 — — | 153 112 88 | 82 436 | 381 
| | es SS | ee 
1 Abortion: Termination of a uterine pregnancy prior to 7 lunar months (28 weeks) of gestation. 
? Deaths before delivery: Deaths of all women who died undelivered during uterine pregnancy. 
* Childbirth: Termination of a uterine pregnancy at 7 lunar months (28 weeks) or more of gestation. 
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2,593 (36 percent) of the 7,197 
maternal deaths were due to infec- 
tion; 1,991 (28 percent) to the 
group of causes, 
trauma, or shock; 1,936 (27 per- 
cent) to toxemia; and 677 (9 per- 
cent) to other and _ unspecified 
causes. The proportion in each 
cause group for 1943 was very simi- 
lar to that for 1942. 

Death rates from infection 
creased proportionately more be- 
tween 1942 and 1943 than those 
from any other cause group, as is 
shown in the following comparison : 


de- 


MaTeERNAL DeEatHs PER 10,000 Live Brirtus 
Hemor- Other 

rhage, and 

. trauma, un- 
All Infec- Toxe- or _ specified 
causes tion mia shock causes 
1942.... 259 100 66 7.2 2.0 
S..:. 245 88 66 68 Lo 

Percent 
change —5 12 0 6 +15 


In 1943 the majority of the ma- 
ternal deaths occurred during or 
after childbirth — 4,678 deaths or 
65 percent of the total. During or 
after abortion there were 1,165 


i deaths (16 percent); 1,022 deaths 


| (14 percent) occurred before deliv- 





i lowest, 43. 





evry; and 332 (5 percent) during 
or after ectopic pregnancy. 

The following comparison shows 
that the greatest proportionate de- 
crease in the maternal mortality 
rates between 1942 and 1943 in re- 


spect to time of death was _ for 
deaths occurring before delivery. 
MaTeRNAL DeatHs PER 10,000 Live BrirtHs 
During During During 
or after ov or 
ectopic after Before after 
pregnancy abortion delivery childbirth 
Pte... LS 4.4 4.0 16.3 
me. .:. 2a 4.0 BM 15.9 
Percent 
change —d 0 13 % 


Maternal mortality by States 


In 1933 Florida had the highest 
maternal mortality rate, 115 per 
10,000 live births; and Idaho the 
In 1943 the State with 
the highest rate (New Mexico, 47) 
was not much above the one with 
the lowest rate in 1933, and two 
States (Oregon and Minnesota) 
had rates below 15. . 

In 1933 half the States had rates 
higher than 58.8 per 10,000 live 
births and half had rates lower than 
that. In 1943 the median rate was 
22.5 per 10,000 live births. 


Every State showed marked re- 
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hemorrhage,, 


duction in its maternal mortality 
rate during the 10-year period. The 
smallest reduction was 41 percent 
for North Dakota and the largest 
was 76 percent for Nevada. 

In the last 2 years of the decade, 
the maternal mortality rate for the 
United States dropped 5 percent, 
but in those same 2 years it rose 
for 14 States. (Table 6.) Most of 
these 14 States have small numbers 
of maternal deaths in a single year, 
and therefore the rates are greatly 
affected by chance variations. A few 
of the 14 States, however, have 
comparatively large numbers of 
maternal deaths (California and 
Ohio for example) so that the in- 
creased rate in those States may 
mean an actual increase in the risk 
of dying from causes associated 
with childbirth. 


Possibility of future reduction 
in maternal mortality 

Gratifying as is the reduction in 
maternal mortality, the fact that 
more than half the States in 1943 
had maternal mortality rates lower 
than the average for the country as 
a whole indicates that further re- 
duction is possible. Although the 
States differ so widely in such pop- 
ulation factors as race and age, in 
economic conditions, and in avail- 
ability of medical care that it prob- 
ably will not be possible for all 
States to reduce their rates to the 
level that was lowest in 1943, 
nevertheless advancements in medi- 
cal knowledge would lead one to 
expect further reductions for the 
United States as a whole. 

At the Conference on Better 
Care for Mothers and Babies, held 
in 1938, data were presented indi- 
cating that the maternal death 
rate might be reduced one-half to 
two-thirds.* 

These estimates were based on 
various special studies of maternal 
deaths which had been made at dif- 
ferent times from 1930 to 1935. 

Additional data published in the 
proceedings of this conference 
showed that the reduction in the 
death rate from toxemia was 
greater than that from the other 
major cause groups. But in a few 
years, the death rate from infection 
showed a greater reduction than 
any other group. 


The fact that the maternal mor- 
tality rate was reduced 60 percent 
in the 10 years from 1933 to 1943, 
practically substantiates the 1938 
prognostication of a two-thirds re- 
duction. 

The fact that the goal set several 
years ago has been so nearly 
reached does not mean that further 
reduction is impossible. The fact 
that the rate for Negro women in 
1943 was more than twice that of 
white women should point to ways 
of further reducing the total ma- 
ternal mortality. If im 1943 the ma- 
ternal mortality rate for Negroes 
had been reduced by a half but the 
number of both white and Negro 
births and the mortality rate for 
whites had remained unchanged, 
the rate for both races would be re- 
duced more than 10 percent. 


INFANT MORTALITY 


In 1933 a total of 120,887 in- 
fants died before their first birth- 
day. In 1943 the number dropped 
to 118,484 in spite of the increased 
number of infants born in the later 
year. 

The infant mortality rate 
dropped from 58 to 40 per 1,000 
live births—a percent change of 31, 
as is shown in the following com- 
parison : 


INFANT Deatus PER 1,000 Live Birtns 


Total White Negro Other 

i 58.1 52.8 85.4 127.5 

oy 40.4 37.5 61.5 84.6 
Percent 

change... —30.5 —29.0 —28.0 —33.6 


This reduction, although not so 
great as the reduction in maternal 
mortality rate, nevertheless repre- 
sents a real improvement and is not 
due to chance variations. 

For this 10-year period the per- 
centage reduction in mortality rates 
has been about the same for white 
and Negro infants, but during the 
last 2 years of the decade the infant 
mortality, like the maternal mortal- 
ity, has declined proportionately 
more for Negro infants than for 
white infants. The amount of 
change for each race is as follows: 


PERCENT CHANGE IN INFANT MortAa.ity Rates 


1941-42 1942-43 
MEE So ckaenece4 —11 0 
ae eee —10 + 1 
he —13 - —4 
RIED soicerad cine caw —17 +14 


4 81 








Age at death 


More infants died during the first 
month of life in 1943 than in 1933 
but because of the larger number ot 
births in the later year, the neo- 
natal mortality rate declined 27 per- 
cent during the 10-year period. 

Until 1940 the rates for deaths 
during the first day of life had de- 
creased very little, but in the last 2 
years there has been a_ noticeable 
drop in this rate. This decrease in 
rate for the first day possibly is re- 
lated to improved maternal health, 
since the largest proportion of the 
early infant deaths are due to pre- 
natal and natal causes. 

More of the infant deaths oc- 
curred in the first day of life in 
1943 than in 1933 (29 percent in 
1943 and 26 percent in 1933). 
Also, more of the infant deaths oc- 
curred during the first month of 
life in 1943 than in 1933 (61 per- 
cent in 1943 and 58 percent in 
1933). The decreases in the rates 
for different ages at death are as 
follows: 


INFANT DEATHS PER 1,000 Live BrrtHs 
First First First 
year month da) 

eee 58.1 34.0 15.1 
SPR 40.4 24.7 11.6 
Percent change. —30.5 27.4 23.2 


Causes of infant death 


Because of changes in the Inter- 


TABLE 6—MATERNAL MORTALITY; UNITED 


national List of Causes of Death 
and in the basic tabulations of 
causes of infant death published by 
the Bureau of the Census, the group- 
ings of causes previously used by 
the Children’s Bureau cannot now 
be followed exactly. It is’ possible, 
however, to make comparisons for 
the most important causes of infant 
death. 

In 1933, 53 percent of the infant 
deaths were due to prenatal and 
natal causes; in 1943, 60 percent. 
The mortality rates, however, de- 
creased for all the major cause 
groups, as is shown in the following 
comparison : 


Infant Deatus rer 1,000 Live Brirtus 
Dys- Epidemic 
Prenatal entery, and other 
and Influenza diarrhea  com- 
natal and pneu- and _ municable 
causes monia enteritis diseases 
1933.... 30.6 9.4 6.0 23 
e.... 201 6.2 3.3 1.3 
Percent 
change —21.2 34.0 —45.0 —43.5 


Between 1933 and 1943 the great- 
est reduction was in the death rate 
for the dysentery, diarrhea and en- 
teritis group (45 percent), although 
the rate for the group, epidemic and 
other communicable diseases, was 
reduced almost as much (44 per- 
cent). These diseases are the ones 
most easily affected by public-health 
measures, such as pure water and 
milk supplies, adequate sewage dis- 
posal, and immunization, and there- 


























fore would be expected to show 
marked decreases. 

The reduction of 34 percent for 
influenza and pneumonia is un- 
doubtedly the result of the use of 
sulfa drugs. 

The numerically largest group, 
prenatal and natal causes, showed a 
reduction in the mortality rate of 
21 percent although this was a 
smaller gain than was shown by the 
other groups of diseases. 

In 1943 there were 5,000 more 
infant deaths than in 1942, but be- 
cause of the larger number of births 
the rates for the 2 years were the 
same, 40.4 per 1,000 live births. The 
prenatal and natal causes showed a 
slight drop (3 percent) in mortality 
rate. The other specific causes 
were higher in 1943 than in 1942. 
(Table 7.) 


Infant mortality by States 


In 1933 New Mexico had _ the 
highest infant mortality rate (136.1) 
and Washington the lowest (38.8). 
In 1943 New Mexico still had the 
highest rate but it had dropped to 
91.6, a reduction of almost one- 
third. The lowest rate in 1943 was 
for Connecticut—29.8. In 1933 half 
the States had rates above 55.4 and 
half below that figure: in 1943 the 
point which divided the States equal- 
ly was 39.6 per 1,000 live births. 


Every State showed a reduction in 


STATES AND EACH STATE, 1943 anp 1942! 























1943 | 1942 1943 1942 

Area | Area | | i ae we 

Number of | Rate (deaths | Number of |Rate (deaths Number of | Rate (deaths | Number of | Rate (deaths 

maternal per 10, maternal /|§ per 10,000 maternal | per 10,000 | maternal | per 10,000 

deaths live births) deaths | live births) || deaths | live births) deaths | live births) 

United States 7,197 | «24.5 | 7,267 | 25.9 | 
-— | —} | Montana. . | 20 17.5 26 22.2 
Alabama 260 | 33.5 } 235 } 33.0 oO See 42 16.8 45 19.0 
Arizona 38 } 26.6 49 38.7 | Nevada..... 6 19.8 2 7.2 
Arkansas 168 | 39.4 158 37.0 || New Hampshire 25 26.7 11 12.0 
California 357 20.5 306 19.8 || New Jersey.......... 161 19.4 162 19.8 
Colorado 63 25.9 44 18.7 || New Mexico.......... 71 46.7 68 48.1 
Connecticut. . 63 16.2 67 18.0 if -. eee 521 21.0 545 22.3 
Delaware ; ; 15 24.1 9 15.9 | North Carolina....... 306 32.4 307 34.2 
District of Columbia 35 | 21.8 41 27.0 North Dakota... 39 29.1 29 Rs 
Florida ...... 173 37.0 | 166 40.6 ‘) “=e 324 22.5 300 20.8 
Georgia 307 39.2 300 41.4 || Oklahoma. ... . 122 25.1 142 30.9 
Idaho 29 23.4 30 26.2 || Oregon......... 38 14.9 38 16.9 
Illinois. . . 320 20.5 326 20.9 Pennsylvania. | 493 24.7 | 530 26.9 
Indiana. . 149 20.0 | 178 24.2 e Island... . ol 33 22.5 26 18.3 
owa..... so | 6 616.8 | 94 | 19.4 South Carolina. a 240 44.3 260 53.2 
Kansas... . 77 21.4 88 25.9 || South Dakota........| 20 15.6 25 20.1 
Kentucky . 163 24.9 | 178 26.9 i| Tennessee....... oats 204 29.1 197 30.2 
Louisiana. . 199 | 32.1 201 34.6 if 35 420 25.5 440 30.4 
Maine...... 42 22.2 38 21.4 +&#|| Utah....... pe 27 15.7 27 17.1 
Maryland... 85 17.9 | 88 19.9 Vermont ‘ae 16 21.9 15 | 20.9 
Massachuset ts 173 | 20.1 } 174 21.0 || Virginia........ aca 210 29.1 220 | 32.4 
Michigan 226 | 18.0 | 257 20.7 = || Washington.......... 72 16.2 68 | 17.4 
Minnesota 84 14.4 | 96 16.3 || West Virginia. ests | 126 29.1 | 103 | 23.5 
Mississippi 236 | 39.4 | 249 | 43.9 Wisconsin....... came 127 19.7 } 114 17.8 
Missouri. . 183 | 25.3 | 182 | 25.7 Wyoming..... ; | 9 | 15.5 | 13 23.4 
| | | 
1 Tabulations are by place of residence of deceased. 
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infant mortality rates during the 
10-year period. The greatest reduc- 
tion was for North Dakota (42 per- 
cent). The least reduction was 
shown by Washington (10 percent), 
which had the lowest rate in 1933. 

The infant mortality rate, un- 
adjusted for the changing number of 
births, was the same, 40.4 per 1,000 
live births, for 1942 and 1943. For 
21 States the rate was higher in 
1943 than in 1942. New Hampshire 
showed the highest percentage in- 


TABLE 


crease, 28 percent. The largest de- 
crease was 18 percent, for Wyom- 
ing. (Table 8.) 


Possibility of further reduction 
in infant mortality 


Although it may not be possible 
to reduce the infant mortality rate 
for the country as a whole to the 
low rate of 30 per 1,000 live births 
attained by 2 States in 1943, cer- 
tainly the fact that 23 States showed 
rates above the national rate would 


: 7.—CAUSES OF DEATH IN THE First YEAR OF LIFE; UNITED States, 1943 anp 1942 








Cause of death 


All causes 


Prenatal and natal causes................ 
Premature birth...... ae 
Congenital malformations 

Injury at birth. .......cceccescsccesscess 
Congenital debility 


Other diseases peculiar to the first year of life. ... ; 


Syphilis 
Influenza and pneumonia............ 
Dysentery, diarrhea and enteritis. 
Epidemic and other communicable diseases! 
All other definite causes 






Ill-defined and unknown causes..........5..0eeeeeeeeees 






’ 
| Deaths in the first year of life 





| Number per 1,000 























Number live births 
aan oo | 

1943 1942 1943 | 1942 

.| 118,484 113,492 | 40.4 _|_ 40.4 40.4 
..| 70,680 | 69,018 | 24.1 | _ <a 

| 

eee] 34,563 34,504 | 11.8 | 12.3 

14,435 13,672 4.9 | 4.9 

10,990 11,455 2.7 4.1 

2, 2,738 0.9 0.9 

2 | 6,704 2.5 2.4 

845 0.3 0.3 

Seon | 16,144 6.2 5.7 

.| | 8,69 3.3 | 3.1 

a | 2,952 1.3 1.1 

OEAEEE 10,527 3.8 | 3.7 

5,257 ‘7 1.9 








1 Measles, scarlet fever, whooping cough, diphtheria, cerebrospinal (menin~ococcus) meningitis, and 


tuberculosis. 


TABLE 8.—INFANT MORTALITY; 


UNITED 


indicate that some reduction is pos- 
sible. 

The goal of reducing neonatal 
deaths by a half, which was sug- 
gested in the 1930’s, was not reached 
during this 10-year period. 

The most important single cause 
of death is premature birth. Better 
prenatal care of mothers should 
reduce the number of infants pre- 
maturely born and better care of 
prematurely born infants should 
reduce the number of infants dying 
from this cause. 

1For a discussion of the problem of classifica- 
tion of causes of death, see Vital Statistics 
Rates in the U. S., 1900-1940, by Forest E. 


Linder and Robert D. Grove (U. S. Bureau of 
the Census, Washington, 1943). 


“Yerushalmy, Jacob, Carroll E. Palmer, and 
Morton Kramer. Studies in Childbirth Mortality 
II. Age and parity as factors in puerperal fatal- 
ity. Public Health Reports, Vol. 55, No. 27 
(July 5, 1940), pp. 1195-1220. 

Deaths from Puerperal Causes by Race and 
by State; United States, 1943. Bureau of the 
Consan, Vital Statistics Special Reports, Vol. 

Oo. 


Proceedings of Conference on Better Care for 


Mothers and Babies, Washington, D. C., Jan. 
17-18, 1938, p. 146. Children’s Bureau Publica- 
tion No. 246. 


‘The rapid changes in the birth rates during 
1942 and 1943 have not been considered in the 
calculation of the infant mortality rates used 
here. For discussion of this factor see “Effect 
of Changing Birth Rates Upon Infant Mortality 
Rates,” by Iwao M. Moriyama and Thomas 
N. E. Greville, in Vital Statistics—Special Re- 
ports, Vol. 19, No. 21 (Bureau of the Census, 
Department of Commerce, Washington), and the 
very brief note in “Maternal and Infant Mor- 
tality in the U. S., 1942,” by Marjorie Gooch, 
The Child, Vol. 8, pp. 179-185 (June 1944). 
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1943 1942 
Area | Area 
| Number of | Rate roy Number of | Rate (deaths || | 
infant per infant | per 1,000 | | 
| deaths? ee bisthe) deaths? live births) || | 
United States. ... 118,484 40.4 113,492 40.4 | 
- || Montana.... 
Alabama......... 3.477 44.8 3,561 | 50.1 || Nebraska. .... | 
Arizona. . 1,U97 | 76.7 | 1,014 80.1 Nevada....... “a 
Arkansas. . 1594 «| 37.4 } 1,694 | 39.7 | New Hampshire. . 
California. . . 2,999 | 34.4 5,385 34.8 | New Jersey..... ‘ 
Colorado. ... . 1228 |} 50.4 1,172 49.7 || New Mexico.. | 
Connecticut. . 1,162 29.8 1,088 29.2 || New York...... 
Delaware......... as 291 | 46.7 | 266 | 47.0 1] North Carolina. 
District of Columbia. . .| 765 | 47.6 | 7 | 50.8 || North Dakota. . e 
Oo eA * 2,181 46.7 | ome’ | Gey | IO oa bac cy ocak 
Georgia. 3,656 | 46.6 3,571 | 49.3 | Oklahoma...... 
aho... 396 | 32.0 415 36.2 | CIO... 0-060 
Illinois. . 5,184 33.3 5,170 } 33.1 | Pennsylvania. . . 
Indiana. . 2,960 | 39.6 2,701 | 36.6 Rhode Island.. 
lowa.... 1,618 | 34.0 | 1,623 33.5 South ( ‘arolina . 
Kansas. . . 1,212 33.6 | 1,205 | 35.5 South Dakota... 
Kentucky . 3,280 50.0 | 3,209 | 48.4 | Tennessee. .... 
Louisiana. . 2,77 44.7 2,802 | 48.2 pp. 
Maine...... F 972 51.3 816 46.1 | Utah..... ay 
Maryland...... ive caaa 2,037 43.0 1,941 | 43.9 || Vermont... .. 
Massachusetts. pane 2,939 34.2 2,651 | 32.0 \ Virginia..... 
Michigan. .... : } 4,813 | 38.3 4,608 | 27.3 | Washington. . 
Minnesota. . . 1,809 | 30.9 1,739 29.6 | West Virginia. 
Mississippi. . 2,800 | 46.8 2,680 47.3 Wisconsin. . 
Missouri. . . | 2918 | 40.3 | 2,761 39.0 || Wyoming...... .| 








1 Tabulations are by place of residence. _ 
? Deaths under_1 year, exclusive of stillbirths. 


A limited supply of reprints of this article will be 
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1943 1942 
| 
Number of | Rate (deaths | Number of | Rate (deaths 
infant per 1,000 infant per 1,000 
deaths? | live births) |  deaths® live births) 
| | a aes 
442 38.7 | 395 | 33.7 
889 35.5 791 33.4 
158 52.2 159 57.2 
432 | 46.1 329 | 35.9 
2,796 | 33.7 | 2,542 | 31.1 
1,394 91.6 1,383 | 97.9 
8,126 32.7 7,814 | 31.9 
4,416 46.7 | 4,342 | 48.3 
468 34.9 | 488 | 36.5 
5,640 39.1 5,345 | 37.0 
2,068 42.5 1,906 | 41.4 
763 30.0 687 | 30.5 
7,551 | 37.9 7,527 | 38.2 
638 43.5 560 | 39.5 
2,985 55.1 | 2,866 58.7 
457 35.7 474 | 38.2 
3,143 44.8 3,020 46.4 
8,454 91.4 7,760 53.6 
539 31.4 522 33.0 
285 39.0 299 | 41.7 
3,395 47.1 } 3,565 52.5 
1,550 34.8 1,292 | 33.1 
2,261 52.1 | 2,329 53.0 
2,257 | 35.0 | 2,050 | aT 
j i 7 251 . 


available from the Children’s Bureau, Washington 25, D. C. 





CHILDREN AROUND THE WORLD 


FRANCE 


Legislation on juvenile 
delinquency 


The alarming increase in juvenile 
delinquency in France in the years 
1940-1944 has impelled the Provi- 
sional Government of that country 
to take new measures for dealing 
with the problem. A special proce- 
dure was introduced by a law of 1942 
for hearing cases of young persons 
accused of illegal acts ; and penalties 
were replaced by educational or cor- 
rective measures. This law was con- 
sidered satisfactory in the begin- 
ning, but its defects, gradually dis- 
covered during the 30 years of its 
administration, and the recent prog- 
ress in psychology and child training 
have shown the need for better 
methods of treating juvenile delin- 
quency. To bring about such an im- 
provement is the aim of a decree of 
February 2, 1945. 


Juvenile courts under the decree of 
February 2, 1945 


Under the law of 1912 children’s 
cases were heard in courts of first in- 
stance, in addition to those of adults, 
but separately from them. The new 
decree provides for a separate juve- 
nile court in each court of first in- 
stance. Each juvenile court is to 
be presided over by a “children’s 
judge” selected from among the 
judges of the court of first instance 
and appointed for 3 years. The chil- 
dren’s judge is to be assisted in 
hearing cases by two men or women 
active in child-welfare work, called 
assessors. These also are appointed 
for 3 years. Two substitute asses- 
sors must also be attached to the 
court. 

Juvenile courts with a large num- 
ber of cases may have two or more 
judges. The juvenile court in Paris, 
which also serves the surrounding 
territory of the Department of the 
Seine and to which are referred 
more than one-half of the cases of 
juvenile delinquency in the whole of 
France, is to have a presiding judge 
and a vice-president. 
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Field of jurisdiction of the juvenile 
court 


As under the old law, the special 
methods prescribed by the decree of 
1945 for treating juvenile delin- 
quency apply to persons under 18 
years of age accused of crimes or 
misdemeanors. Protective, educa- 
tional, or corrective measures alone 
are permitted; penalties are applic- 
able only in exceptional cases. 


Procedure 


In order to simplify procedure the 
present decree authorizes the chil- 
dren’s judge to investigate cases of 
apparently minor offenses. The 
judge may decide alone in such a 
case, without referring to the juve- 
nile court as a whole. During such 
an investigation the child is to be 
placed in an observation center in- 
stead of a police detention station, as 
was the custom in the past. 

The judge may also order an in- 
vestigation in any other case. The 
investigation is to include a study of 
the child’s personality, the record of 
his school attendance, a physical and 
a psychological examination, and in- 
formation about his family. The in- 
vestigation is to be made preferably 
by trained social workers. 

Before deciding on a case, the 
court hears the child, his parents or 
guardian, other witnesses, the public 
prosecutor, and the defense attorney. 
The child may be excused from ap- 
pearing in court; he is then repre- 
sented by his father, mother, or 
guardian, or by a lawyer. 

The hearings and discussions at 
the court are closed to the general 
public, and publication in books, the 
press, motion pictures, the radio, or 
in any other way is_ prohibited. 
Fines are prescribed for violations 
of this provision. 

If the court decides that the child 
has committed no punishable act, it 
dismisses the case. Otherwise, it 
may take any of the following meas- 
ures : 

1. Admonish the child; 

2. Return the child to his parents, 

guardian, or other person who 
had been caring for him; 


3. Place the child with a suitable 
family or individual, in a pub- 
lic or private welfare agency, 
or in an institution, whether 
educational, medico-education- 
al, or one for vocational train- 
ing, or for general care. 


Probation 


Probation is now given a more 
important place than heretofore, 
Whereas the law of 1912 made no 
mention of trained social workers 
serving as salaried probation officers, 
the present decree provides for the 
employment of such workers and for 
the regulation of their employment. 
As heretofore, the employment of 
volunteers is permitted; but experi- 
ence in child welfaré is emphasized, 
All persons engaged in probation 
and attached to one court are to 
work under the direction of a trained 
probation officer. 

In the cases in which the court 
prescribes protective, educational, or 
rehabilitation measures, it may order 
probation as a supplementary meas- 
ure, to be continued not later than 
the date on which the young person 
reaches the age of 21. 

The probation officer is required 
to report to the judge the progress 
of the case, particularly any difficul- 
ties that may arise in the young per- 
son’s conduct or environment; he 
may also suggest changes in the care 
of the child. Lack of proper super- 
vision by a parent or guardian is 
punishable by a fine. 

One year after the child has been 
removed from his family by court 
decision, the parents, guardian, or 
the child himself may ask for his re- 
turn to the family; the request must 
be accompanied by evidence of the 
parents’ or guardian’s ability to take 
proper care of the child and of suffi- 
cient improvement on the part of the 
child. 

Every person, agency, or insti- 
tution offering to care regularly for 
children or young persons in compli- 
ance with the present decree must 
receive permission from the prefect 
of the department (administrative 
division of the French territory). 
Conditions to be specified in a subse- 
quent decree must be met in order to 
receive this permission. 

Source: Journal Officiel de la Répub- 
lique Francaise, February 4, 1945. 

Anna Kalet Smith 
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